standards and Western approaches and contains articles about rights and responsibilities of patients with mental problems and of physicians. Now Armenia is in a process of implementing of these new approaches into its public health system. 
Samvel G Hovhannisyan dean

Treating hypertension with guidelines in general practice
Patients decide how low they go, not targets F ollowing the issue of two new hypertension guidelines in the United Kingdom this year, we need to consider how they have been received by their main audience-primary care.
1 2 Not too brightly, it seems.
3 Differences in recommendations cause some irritation, but the main source of disaffection is, once again, targets. The rule of halves-part of which states that only half of patients with high blood pressure reached target blood pressure-was first described more than 30 years ago and now seems redolent of a distant golden age of success. 4 With newer, more stringent targets, hypertension is controlled in only a third of our patients who receive treatment for it. 5 Viewed from general practice, it seems that most articles on hypertension-including this one-begin by reminding us of our failures. But is this justified?
While plenty of strong evidence shows the benefits of lowering blood pressure, targets-and their ceaseless revision-are less evidence based. Compelling evidence has existed since at least 1990 that increasing blood pressure is associated with an increasing risk of cardiovascular events, with no threshold to the relation. 6 More recent studies confirm, but do not alter, this observation. 7 So targets and thresholds are, and always have been, arbitrary. Reductions therefore seem to be based more on reinterpretation of existing evidence and less on new knowledge.
For individual patients, the odds of benefit from small differences in target blood pressure or lipid concentrations are low. In the hypertension optimal treatment trial, where nearly 19 000 patients were assigned randomly to three different blood pressure targets, no notable differences were seen in total mortality or cardiovascular outcome rates between groups. 7 This may have been because the achieved blood pressure measurements varied by less than 5 mm Hg between groups, but the clinical implications remain-small differences in targets make little difference to outcome. To reach current targets (systolic pressures of 140 mm Hg or 130 mm Hg), most patients will require up to four drugs to treat their high blood pressure, with many also taking aspirin and a statin (five or six drugs in total), but in terms of lowering cardiovascular risk, which is the purpose of treatment, the first drug provides most benefit. 8 Additional drugs have diminishing benefit but an equal or greater chance of side effects and interactions. Benefits from adding fifth and sixth drugs are scant. 8 Current targets are low enough to be unachievable for most patients. Even in clinical trials, with protocol driven prescribing and willing participants, most fail to achieve systolic blood pressures below 140 mm Hg. 9 People older than 60-the bulk of patients with hypertension in general practice-and people with diabetes are even less likely to reach this. 10 Even if they do, the target for people with diabetes in the United Kingdom is now even lower, at 130 mm Hg. 2 In most guidelines, the full versions make clear that evidence on targets is limited and their recommendations are unattainable in many patients. Most general practitioners, however, just do not have time to read the full guidelines-a problem that is compounded by the fact that guidelines are becoming ever longer. During the past decade, the length of commonly cited guidelines has increased sequentially (see figure on bmj.com). For those that do read them in detail, 3 new levels of unwarranted complexity are to be found such as recent recommendations by the British Hypertension Society to "lower total cholesterol by 25% or LDL cholesterol by 30% or to reach less than 4 mmol/l or 2 mmol/l respectively, whichever is greater." 2 Instead we rely on "user friendly" summaries and protocols emphasising (and failing to question) thresholds and targets without due reflection on the balance between what is desirable and what is achievable.
In practice, for most patients, blood pressure can be lowered until side effects are unacceptable or until people prefer to stop adding or experimenting with additional drugs. Guidelines are based on average findings from selected populations and the opinions of experts on acceptable levels of risk. Individual patients vary widely in their perception of acceptable risk and side effects.
11 Some will judge blood pressure lowering as vital and will tolerate inconvenience and discomfort to achieve a lowered cardiovascular risk. Others will not and we should accept this. Surprisingly, the patient's role in deciding his or her own blood pressure target receives scant attention in guidelines for hypertension. If targets have a role, it is as something to be aimed for, not something that must be achieved at all costs.
Individual patients must be involved in decisions about their care, and this requires effective communication on the subject of risks, benefits, and side effects. This is difficult, but it can be facilitated by aids and charts expressing risk in absolute terms. 11 By involving patients in their own care, control of a disease can be improved. 12 Appropriate management of blood pressure should therefore be guided by an informed dialogue between patients and doctors and not by blind pursuit of blood pressure targets. Competing interests: NCC received travel expenses and fees for speaking at a conference in London last year sponsored by Pfizer.
